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KANSAS MEDICAID STATE PLAN

Attachment 3.1-A
#11.c., Page 1

Speech, Hearing and Language Services Limitations

Speech and Language Services

1.

Speech and language therapy services must be rehabilitative and restorative in nature, and
provided following physical debilitation due to acute physical trauma or illness. They
must be prescribed by the attending physician.

Speech and language therapy services are limited to services provided by a hospital or a
home health agency.

Speech therapy must be provided by a speech pathologist who has a certificate of clinical
competence from the American Speech and Hearing Association.

Hearing Services

1.

Services for the hard of hearing are limited to ear examinations by a physician,
audiological testing and evaluation by an audiologist or certified hearing aid dealer,
dispensing and fitting of hearing aids, hearing aid repair, trial rental of a hearing aid and
hearing aid supplies provided by a certified hearing aid dealer.

Provision of a binaural hearing aid requires specific documentation of medical necessity
supporting significant bilateral loss of hearing.

Hearing aid repairs costing less than $15.00 are non-covered services. Repairs costing
between $15.00 and $75.00 are covered. Repairs exceeding $75.00 are covered only with
prior authorization.

Trial rental of a hearing aid is limited to one month’s duration.

Provision of hearing aid batteries is limited to six per month for monaural aids and twelve
per month for binaural aids.

Hearing aids may be replaced every four years if a medical examination documents the

_ necessity of replacement. Lost, broken or destroyed hearing aids will be replaced one

time during a four year period provided the documentation of the circumstances
adequately supports the need and prior authorization is obtained.

NOV 17 2000

TN#MS-00-18 Approval Date Effective Date 09/01/2000 Supersedes MS-86-34



KANSAS MEDICAID STATE PLAN

Attachment 3.1-A
#4.b., Page 5

KAN Be Healthy (Early Periodic Screening,

Diagnosis and Treatment) Limitations

Services Same Limitations Apply Expanded Serv ices for
for KAN Be Healthy KAN Be Healthy (EPSDT)
(EPSDT) Participants as Participants to Include:
for Other Medicaid
Consumers

Audiology No Hearing aids incorporated
into eyeglasses.

Prescribed Drugs No Antihistamines, cold and
cough medicines and
vitamins are covered.

Dentures No Partial dentures, repair and
adjustment are covered.

Prosthetic and Orthotic Yes

Devices »

Eyeglasses No KAN Be Healthy vision
screening is required. The
second and subsequent sets of
eyeglasses or lenses within a
year period are covered when
glasses are lost or broken.
Contact lenses and certain
tints require prior
authorization.

TN # MS-00-18 Approval Date

NOV 2% 2030

Effective Date09/01/2000 Supersedes TN#MS-96-08




